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COLONIC AND PERICOLONIC ABNORMALITIES. 

By Glenn I. Jones, M.D., 

MEDICAL CORPS, U. S. ARMY. 


A classification of the conditions to be considered under this 
title, to be of scientific value, can be made only on a patho¬ 
logical basis. We meet with a distinct syndrome manifesting 
itself definitely, and progressing relatively with the degree of 
mechanical obstruction. This results in exosmosis, absorption, 
colonic and pericolonic exudative inflammation, and local or diffuse 
membrane formation, in the order named. 

The ultimate results are sacculations, diverticula, pericolonic 
membranes, visceral kinks, local and general splanchnoptosis, all 
caused by stasis, from causes within or outside the intestine. 

Recent studies of the right iliac region have given us a more 
accurate understanding of pericecal dyscrasise. This has led to 
a more logical consideration of other abdominal conditions, char¬ 
acterized by adhesions and membrane formation. 

Doubt still exists as to the causes producing adhesions around 
the colon. Many investigators seem to be of the opinion that 
such new formations are the result of faulty development sub¬ 
sequent to embryonal defects. They are more probably due to 
a degeneration of the physique resulting from disregard of the 
organs of digestion. 

There are three important factors that are productive of colonic 
conditions with membrane formation, viz.: 

1. Nervous, producing colonic atony, and producing colonic 
tetany. 

2. Inflammatory. 

3. Mechanical. 

(1) Sacculation. 

(2) Diverticulum. 

(3) Ptosis. 

(4) Kinks. 

(5) Stasis. 

These all result from, accentuate, and produce further colonic 
stasis. 

The diminished function of the colon may be etiologically a 
myasthenic, a neurotic, an arteriosclerotic, or (rarely) a digestive 
abnormality. I am of the opinion that it rarely if ever is, except 
in young infants, at which age its recognition is unusual, a con¬ 
genital malformation. 

All of us are familiar with the vagaries in location and adhesions 
following one or more attacks of acute appendicitis without per¬ 
foration or rupture. The malposition of the appendix at operation 
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for its removal has been repeatedly commented upon. Do these 
adhesions form as the result of bacterial or toxin invasion of the 
peri-appendicular tissues? Cannot a bcus minoris resistentiw in 
the colon enhance the virulency of organisms of decomposition 
contained therein, and in the subnormal condition of the colonic 
tissues, permit passage of such bacteria through the gut wall to 
the surrounding peritoneum? 

The sequence of the formation of pericolonic membranes and 
adhesions seems to be as follows: 

1. Local colonic stasis. 

2. Fermentation and decomposition of the contents of the colon. 

3. Dilatation and ptosis. 

4. Inflammation with increasing stasis. 

5. Bacterial invasion and toxin osmosis into pericolonic tissues 
with the formation of protective or anchoring local adhesions, or 
diffuse pericolonic membranes. 

The clinical aspects depend upon the degree and extent of the 
process. Early and middle cases present medical aspects only. 
Late ones, with or without prolonged medical treatment, finally 
come to the surgeon. 

Persistent, prolonged constipation is rarely the result of embryonal 
defects. It is commonly dietetic. It is the primary productive 
factor in intestinal intoxications with the ultimate formation of 
colonic malformations and false membranes. 

It is illogical and confusing to reason that a condition normal 
to man (i. e., the upright posture) should be the prime or even a 
contributing factor to a diseased condition. Stasis is the result 
of continued abuse in some form. 

Symptomatically the manifestations are as varied as the exact 
pathology is indefinite. 

Acute attacks of colic in the lower abdomen with preference for 
the right side with only slight or moderate elevations of temperature, 
little or no disturbance of digestion, immediate relief after thorough 
bowel evacuations, the tendency to irregular diarrhea, the absence 
of physical signs, except acute tenderness immediately over the 
pubes, or over the right subhepatic or iliac region, without marked 
disturbance of nutrition, are indicative of stasis with acute inflam¬ 
matory reaction. Proper hygienic and dietetic management, 
exercise, and occasional use of tonics generally relieve these symp¬ 
toms. 

The persistence of dull, indefinite pain over the entire course of 
the ascending or transverse colon, attacks of localized or migratory 
acute pain in the right iliac or subhepatic region, colonic distention 
and flatulency, undigested stools, the absence of diarrhea, more or 
less severe digestive and nutritional disturbances with the develop¬ 
ment of neuroses, neuralgias, arthropathies, and endogenous 
depression, retardation in the passage of cecal contents, the presence 
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and persistence of organic elements of decomposition in the urine, 
indicate deformity or membrane formation. 

In advanced cases the attacks of acute pain are not influenced 
by catharsis. Arthritis and neuritis are frequent concomitants 
of advanced cases. Not infrequently dull pain in the sacro-iliac 
region and thighs, accompanied by slight tenderness over the 
lower dorsal vertebrae, is a source of complaint. 

William J. Mayo, in a masterly article on this subject, emphasizes 
the fact that the deductions of the operators, as to the nature and 
result of treatment, are confusing, when he propounds the query, 
“Have the profession in regular medicine, with their accurate 
observations, no conclusions which depend on authentic data?” 
I should add, Have the operators made accurate observations 
and scientific analyses of such cases with the view to logical and 
unbiased deduction? 

Arbuthnot Lane, Coffey, and others have given an excellent 
foundation upon which to proceed, but the surgeon should not 
ignore the fact that most of his cases have had long observation 
and treatment by the internist. 

It is important in making an analytical study to determine the 
frequency, cause, etc., of colonic membranes and deformities that 
the race, social position, age, habits, and previous medical history 
immediately bearing on the case be noted. 

Parallel investigations should be conducted at autopsies. Unless 
we are to conclude that these conditions are caused by a beginning 
physical degeneration, it seems they would be equally common in 
races leading a simple, fairly well-regulated life. 

The embryonal development and descent of the abdominal 
viscera are certainly not different in the various races. 

The less enlightened and less dissipated races certainly do not 
have intestinal intoxication and its results as frequently as those 
further advanced in dietetic abuse and other abnormalities of habit. 
All maintain the erect posture. Dietetary intemperance rarely 
enters as a factor productive of stasis and its sequelae in the so- 
called inferior or uncivilized races. 

Let us not content ourselves with a discussion of the relative 
merits of medical and non-medical treatment of crippling colon 
conditions. The recognition and management have always an 
embarrassment to the internist, and have given encouragement 
to faith healers and “masseurs.” 

Surgeons have theorized, experimented, and made many well- 
founded logical deductions, but most of them seem willing to admit 
their confusion. 

If surgeons would give us their facts, internists their opinions 
and deductions, physiological chemists their experimental results, 
without influence of bias or personal equation, the problem of 
causes would be solved, and early recognition and prevention are 
then natural and early sequences. 
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The most important factor in the prevention and treatment 
of this, as of all conditions which are to be anticipated as the result 
of an established and preventable cause, is that the race from 
childhood should so mould its career as to conserve its organs of 
nutrition and excretion in a state of maximum efficiency. More 
attention should be paid to the education of the child in intestinal 
hygiene. 

Induced defecation inhibits and abolishes normal activity, and 
further lowers the resistance of the intestinal wall to invasion from 
within. 

The location of the obstruction is of importance. Obstructions 
and bacterial decompositions in the colon at or beyond the hepatic 
flexure rarely give other than local manifestations. Stasis at or 
near the cecum usually results in serious intoxication, and not 
infrequently reverses peristalsis. The intestines and stomach 
are slower in evacuating their contents, and the condition existing 
in the lower bowel is transmitted to the small intestine. This 
naturally only occurs in late cases, or those with marked obstruc¬ 
tion, and is preceded by insufficiency in the ileocecal valve. 

There can be no doubt that surgical intervention with the view 
to extirpation of false membranes, without attempt at restoration 
of normal bowel function, will fail in many cases unless non-surgical 
treatment is kept up after operation. This may be due to the 
inadvertent destruction of such anchoring peritoneal folds as those 
described by Jonnesco, Juvara, Treves, and the genitomesenteric 
fold of Douglass Reid. 

Those who are skeptical as to the exogenous functional disorders 
of the nervous system will in many neurasthenics find the beginning 
of the solution by the correction of primary intestinal intoxica¬ 
tions, as the means of curing the nervous, and the prevention of 
pericolic inflammation and resulting membrane and colonic defor¬ 
mity. 

It is further of importance that operators, when they have done 
skilful work in removing obstructions, and doing fixation and 
anastomotic operations for the correction of colonic abnormalities, 
reinforce their results by the establishment of such dietary and 
habit management as to assure greater percentage of cures than 
they now obtain after one or more operative procedures. It is 
imperative that the colon be reeducated to normal processes by 
every means available after corrective operations. 

Colonic plications, removal of membranes and adhesive bands, 
anastomotic and fixation operations, will give small promise of 
permanent cure if the patient reverts to the same dissipations 
which were the original causes of the trouble. 

Nerve,' lymphatic, circulatory, and muscular tone should be 
restored and equilibrated; digestion and absorption encouraged 
and nutrition improved. 
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Too great emphasis cannot be made to the end of recognition 
of conditions leading to membranous pericolitis. If we assume that 
stasis is the precursor to the sequence which I have attempted to 
analyze, it seems that early recognition and prevention is to be 
desired. Unfortunately but few cases are seen sufficiently early 
to prevent a more or less temporary disabling deformity. 

Several points are of importance in determining the degree of 
disability and the hope for recovery with non-surgical treatment; 
and certainly a very large portion can be cured without laparotomy. 

There are three indices to progress under non-surgical manage¬ 
ment. 

1. Symptomatic. 

2. Radiography. 

3. Urine content of indican and sulphur ethers of decomposi¬ 

tion. 

In well-developed cases of acute pericolitis the manifestations 
are never alarming. Intermittent constipation, intestinal flatu¬ 
lency, fulness in lower abdomen, digestive disturbances of upper 
bowel, the usual evidences of intestinal intoxication producing 
local or general polyneuritis or arthritis are suggestive. On exami¬ 
nation tenderness is found to exist above the site of stasis or accu¬ 
mulation, but rarely over it. Palpation reveals a colon distended 
with gas and feces. 


SYPHILIS OF THE STOMACH. 

By William Gerry Morgan, M.D., 

PROFESSOR OF GASTROENTEROLOGY AT THE GEORGETOWN UNIVERSITY HOSPITAL, 

WASHINGTON, D. C. 

In a paper published eight years ago I stated that syphilitic 
manifestations in the stomach were quite rare, and up to that time 
I think only a few cases had been recorded. At the present time 
we know that syphilitic gastritis is often seen. Many cases, no 
doubt especially in women, go unrecognized for obvious reasons. 

Andral, in 1834, was the first to definitely call attention to gastric 
syphilis, reporting in detail two cases. From that time on cases 
were reported with increasing frequency until at the present time 
the histories of several hundred cases may be studied. Not all the 
cases reported can be accepted as gastric syphilis. 

A study of the report of autopsies made by Chiari and Stolper 
upon 329 individuals affected by syphilis is of considerable value. 
They found four cases of organic gastric syphilis, and in addition 
many other cases where there were to be recognized marked changes 
of a more or less definite character. Therefore from these statements 



